mote tobacco-free cultures. Organizations will assess and address tobacco consumption and tobacco-control attitudes among members and implement appropriate policies. They will host tobacco-free events, include tobacco control at conferences and develop national health-related policies, promote tobacco control education in health professions' education programs, and financially support tobacco-control agendas. Health care professionals will conduct tobacco assessments with their clients and give advice on how to quit smoking, participate in tobacco-control activities, and support tobacco-free public places. They will refrain from accepting money from tobacco companies and prohibit sales of tobacco products within their places of employment. The new code of conduct identifies that tobacco control among professionals must occur at the organizational and individual level and involve financial, educational, and behavioral components (WHO, 2004a) .
Health care professionais have the same" if not higher, prevalence rate of smoking as the general population (WHO, 2004b) . In the year 2002,22.5% of adults in the United States were current smokers (Centers for Disease Control and Prevention [CDCl, n.d., 2004a, 2004b) . The Nurses' Health Study identifies that 16% of nurses nationwide continued to smoke in 1992 (Dracup & Bryan-Brown, 2002) . The National League for Nursing (2004) reported that an estimated 18% of nurses smoke-the highest percentage among all health care professionals.
A study comparing the smoking habits of medical and nursing students indicated that 3% of medical students smoked, as compared to 13.5% of nursing students (Patkar, Hill, Batra, Vergare, & Leone, 2003) . According to McKenna et al. (2001) :
Nursing constitutes the largest section of health care professionals, and have the most direct contact with clients. It is a health care imperative that action is taken to reduce their smoking prevalence. (p. 774) Occupational health nurses are in the unique position of implementing the WHO's new code of professional practice and reducing the smoking prevalence among registered nurses. Occupational health nurses can work as case managers, counselors, and health educators to identify workplace hazards and influence workplace health-related laws and regulatory compliance. By targeting registered nurses who smoke, occupational health nurses can impact the tobacco-usage of the general population through influential role models (Casey, Haughey, Dittmar, O'Shea, & Brasure, 1989) .
The purpose of this article is to reviewthe diseases and illnessesrelated to cigarette smoking,delineatethe economic impact smoking has on the nation, and identify the types of smoking cessation programs availableand the role of occupationalhealth nurses related to smoking cessation.
TOBACCO-RELATED ILLNESSES

Cancers
Four thousand eight hundred chemical compounds have been identified within cigarette smoke, with 69 compounds identified as carcinogenic (CDC, n.d.) . Cancers linked to smoking include oral, larynx, lung, esophagus, bladder, kidney, stomach, and pancreas (Fagerstrom, 2002) . Oral, larynx, esophageal, and lung cancers occur from chronic tobacco irritation, while the other cancers are linked to the absorption of the carcinogens from the blood (Lewis, Heitkemper, & Dirksen, 2004) . Smoking has a direct correlation with 87% of lung cancers (American Lung Association, 2003b). The American Cancer Society (2003) has reported that 30% of all cancers are related to cigarette smoking, and the American Lung Association (2003b) has reported that second-hand smoke causes 3,000 lung cancer deaths per year.
Cardiovascular Diseases
Nicotine, a chemical found in cigarettes, stimulates the cardiovascular system. This stimulation causes an increase in heart rate, blood pressure, and peripheral blood vessel constriction (Cagle, 2004) . There is also a direct relationship between' total pack years of tobacco use and the progression of atherosclerosis, plaque buildup within arteries (Fagerstrom, 2002) . Carbon monoxide, another component of cigarette smoke, reduces oxygen within the body. This reduction of oxygen, atherosclerosis, and cardiovascular stimulation places the smoker at greater risk for myocardial infarction (Lewis et al., 2004) . Young adult men who smoke are four times more likely to have a fatal myocardial infarction than non-smokers, and women who smoke nearly double their risk of a myocardial infarction (Fagerstrom, 2002; Lewis et al., 2004) .
The risk of a cerebral vascular accident increases three-fold with smoking. Transient ischemic attacks, temporary focal neurological function loss caused by lack of oxygen to an area of the brain lasting from minutes to less than 24 hours, are also related to smoking (Fagerstrom, 2002; Lewis et al., 2004) . Smoking has also been linked to peripheral arterial disease (PAD), particularly Buerger's disease. PAD describes conditions that cause 210 narrowing and degeneration of the arteries. The most significant risk factor for PAD is cigarette smoking (Lewis et al., 2004) . Thromboangitis obliterans, or Buerger's disease, is thought to occur only in smokers, improving when smoking stops. This disease occurs when an inflammatory thrombus forms in the small arteries and veins of the upper and lower extremities causing lack of blood flow to the limb and sometimes amputation (Fagerstrom, 2002; Lewis et al., 2004) .
Respiratory System
The respiratory system experiences irritation and damage related to smoking. Lung diseases include chronic bronchitis and emphysema, chronic obstructive pulmonary disease (COPD), pneumonia, upper respiratory tract infections, and asthma attacks (American Lung Association, 2003a , 2003b Fagerstrom, 2002) . In COPD, smoking causes cells in the respiratory tract to enlarge, resulting in an increase in mucous production, and at the same time burning the cilia, the microscopic hairs that clear mucous from the lungs. Increases in cell size also decrease the diameter of the airway, causing breathing difficulties. Smoking decreases the acuity of taste and smell and damages vocal cords, resulting in hoarseness. (Lewis et al., 2004) .
Gastrointestinal System
Disease of the gastrointestinal system, including ulcers in the stomach or intestines (peptic ulcer disease) and cancers of the pancreas and colorectal, are also linked to smoking (Fagerstrom, 2002; Lewis et al., 2004) .
Reproductive System
Women who smoke experience earlier menopause than non-smokers. Women who smoke or are exposed to second-hand smoke may experience infertility related to destruction of the ovaries (U.S. Department of Health & Human Services, 2004). Smoking increases miscarriages, still births, and low birth weight babies. Infants of smokers have an increased chance of suffering from sudden infant death syndrome and impaired physical and intellectual development (Fagerstrom, 2002) .
EFFECTS OF NICOTINE
Nicotine has been shown to exhibit mood-enhancing effects (Hebert, 2002) . Depression, anxiety, schizophrenia, and drug and alcohol dependency are important indicators of nicotine addiction (Fagerstrom, 2002; Hebert; . All smokers, including those not suffering from mental illnesses, experience relaxation, decreased tension, enhanced alertness, and mild euphoria from nicotine (Fagerstrom, 2002) .
Smoking also has a social component. Individuals who have low socioeconomic status, who are in semiskilled' manual occupations or unemployed, and who are poor academic achievers have a higher incidence of smoking (Fagerstrom, 2002) . Smokers are influenced socially through peers, families, and the media on their decision to smoke (Hebert, 2002; "Smoking Cessation: Young People Can," 2003) . Smoking also has a physical component. Physiologic effects of smoking include increased state of arousal, increased heart rate, increased blood pressure, fine tremors, decreased appetite, and increased gastric motility (Lewis et al., 2004) . Smoking is an addiction that has social, psychological, and physiological effects that some individuals perceive as pleasant.
Review of the literature identified that nurses smoke for the same reasons as the general population (Rowe & Clark, 2000) . Most nurses who smoke started prior to entering nursing and say addiction and enjoyment are the main reasons for continued smoking (McKenna et al., 2001) . Peer and social influences are major factors for why nurses started smoking. Stress among nurses is no different than stress experienced by non-nurse smokers in the general population (Rowe & Clark, 2000) .
ECONOMIC IMPACT OF SMOKING CESSATION
The United States has an estimated 8.6 million individuals experiencing a serious illness caused by smoking (CDC, 2004a) . Many of these illnesses are reversible once smoking ceases. Fifteen years after quitting smoking, young and middle-aged smokers' risk of death equals the risk of those who never smoked (Fagerstrom, 2002) .
Individuals, corporations, and the nation benefit from smoking cessation. The cost of a pack of cigarettes varies depending on the brand and the state in which it is purchased. Individuals who smoke a $2 pack of cigarettes a day can save $730 per year by not smoking. Smokers also experience increased health costs that average $1,623 in medical expenditures above the national average. National annual cost for productivity loss experienced by corporations is $1,760 per smoker ("Smoking cessation: Financial payoff," 2004). National smoking costs include $81.9 billion in mortality-related losses and $75.5 billion in medical expenses (American Lung Association, 2003b). One of the most cost-effective health care interventions is smoking cessation programs (Professional Assisted Cessation Therapy, n.d.b).
SMOKING CESSATION INTERVENTIONS
In 2002, 52% of everyday smokers in the United States tried to quit (CDC, 2004a) . Smoking is an addictive behavior that has physical, psychological, behavioral, and social activity links (American Lung Association, 2003b; Fagerstrom, 2002; Lewis et al., 2004) . It has been reported that smokers try to quit once every 2 to 3 years ("Smoking Cessation: Smokers Who Try," 2004) . Relapse occurs early in the cessation effort, but some can relapse months or years after quitting (Cagle, 2004) .
Occupational health nurses can assist nurses with tobacco cessation by intervening with individual nurses on workplace-based smoking initiatives, smoking policies, and reimbursement within health plans. Tackling tobacco usage at the individual, in-: stitutional, and regulatory levels increases the chance of success and fits with the new 'code of practice adopted by the WHO. MAY 2005, VOL 53, NO.5 Current individual smoking cessation strategies include pharmacotherapy; acupuncture; and phone, group, and individual counseling (Cagle, 2004; "Smoking Cessation: Smokers Who Try:' 2004) . It has been reported that approximately 70,000 deaths could be prevented per year if counseling were delivered to all smokers on a regular basis (Professional Assisted Cessation Therapy, n.d.a).
. To assist providers with screening and treating tobacco use and dependence, the U.S. Department of Heath & Human Services (2000) developed Clinical Practice Guidelines. Within this document, it is suggested that health care providers conduct an assessment of every client to determine if they smoke and provide encouragement, education, and resources for those who do by using the "Five As": • Ask about tobacco use. • Advise to quit.
• Assess willingness to attempt to quit. • Assist in quit attempt. • Arrange follow-up.
First-line medications used for smoking cessation include nicotine replacement therapy and the antidepressant bupropion (Zyban/Wellbutrin).The combinationof nicotine replacement therapy, bupropion, and counseling help to relieve cravings, irritability, anger, impatience, restlessness, depression, anxiety, and sleeping problems experienced with smoking cessation (Cagle, 2004; Professional Assisted Cessation Therapy, n.d.b) . Counseling by the practitioner, self-help materials, or group counseling in-person or online can be effective.Reimbursement for counseling is available through tobacco settlement funding grants and some health plans. California, Colorado, North Dakota, and New Jersey are the only four states that mandate private health insurers pay for smoking cessation treatment (Professional Assisted Cessation Therapy, n.d.b).
Occupational health nurses can influence smoking cessation for nurses at the institutional level with policy development and health benefits that address smoking issues. Many businesses that employ nurses are smoke-free, with smoking zones. Problems with some smoking zones include location and poor ventilation. Smoking zones must be located away from areas non-smokers use, and provide proper ventilation to reduce second-hand smoke exposure. Occupational health nurses can direct employers to choose health plans that reward non-smokers and provide reimbursement for smoking cessation. Occupational health nurses can also initiate on-site health and wellness programs that can reduce the employer's cost associated with employees who use tobacco (Professional Assisted Cessation Therapy, n.d.b).
With support from the Robert Wood Johnson Foundation, nurse educators from California and Ohio have developed a national smoking cessation program for nurses. The initiative is known as "Tobacco-Free Nurses" (National League for Nursing, 2004) . This is the first national program directed toward helping nurses and student nurses quit smoking. The program uses a free smoking cessation strategy, through QuitNet, an online community of smokers and ex-smokers (National League for Nursing, 2004).
